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Looking with both eyes open:
fact and value in psychiatric diagnosis?

FORUM: FACTS AND VALUES IN PSYCHIATRIC DIAGNOSIS

In this article we argue the case for a proposal: that psychiatry should recognise, embrace and take seriously the role of values, alongside
facts, in diagnosis. We present a three-step argument in support of our proposal; we raise a number of key questions from the perspectives
of different stakeholders in mental health; and we conclude with a note on the significance of our proposal for building a more equal rela-
tionship between patients and professionals.
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Diagnosis is standardly thought to
be an exclusively scientific value-free
process. In this paper, we set out a
three-step argument to the effect that,
notwithstanding the standard model,
diagnosis in psychiatry, although no
less firmly based on science than diag-
nosis in any other area of medicine, is
also based on values. The argument
runs from 1) the initial observation
that mental disorder is relatively value-
laden compared with bodily disorder,
through 2) an interpretation of the
value-laden nature of mental disorder
as a sign not of scientific deficiency
but of values complexity, to 3) the
practical resources already available
to support diagnoses involving com-
plex values as well as complex facts.

INITIAL OBSERVATION:
MENTAL DISORDER IS RELATIVELY
VALUE-LADEN

The observation on which our pro-
posal is based is that psychiatric diag-
nostic concepts are relatively value-
laden compared with their counter-
parts in (many areas of) bodily medi-
cine.

The relatively value-laden nature of
psychiatric diagnostic concepts is
shown in two main ways: in the shift-
ing boundary between psychiatric-
diagnostic and moral concepts; and in
the persistent and increasingly overt

use of value terms in psychiatric diag-
nostic classifications.

The shifting moral/medical boundary
in psychiatry

High profile examples of the shifting
boundary between psychiatric-diag-
nostic and moral concepts arise in
forensic psychiatry with the insanity
defence and other determinations of
responsibility (1). On one side of the
boundary between “mad or bad”, as
these determinations are often called,
lie such medical-scientific concepts as
disease, causes and biological deter-
minism. On the other side lie the moral
concepts of guilt, responsibility and
freedom of the will. A similar boundary
is involved in involuntary psychiatric
treatment (2). In both cases the under-
lying intuition is the same: that with
mental disorders we shift across the
boundary from moral-humanistic to
medical-scientific concepts, from the
freedom of action and choice of every-
day human discourse to the determin-
ism and causal laws of science. 

The boundary is not new, of course.
Some have argued that the medical
model of mental disorder developed in
parallel with the industrial revolution
(3). But as early as the fourth century
BC, mental health, in Plato’s Republic,
had both medical and moral aspects
(4). As the American philosopher and

psychologist Daniel Robinson (5) has
shown, mental disorder has shifted this
way and that across the medical-moral
boundary, and in both Christian and
Islamic culture, ever since. 

The insanity defence, although avail-
able in principle for any category of
mental disorder, is in practice largely
confined to functional psychoses, such
as schizophrenia (6,7). The functional
psychoses are the focus, similarly, of
involuntary treatment (8). Psychiatry’s
shifting moral-medical boundary is
not confined to the psychoses, how-
ever, almost every major diagnostic
category having a moral counterpart.
The ICD-9, for example, distinguished
alcohol dependence syndrome (med-
ical, category 303) from the moral cate-
gory of drunkenness and “sexual devia-
tions and disorders” (medical, category
302) from the moral category of sexual
behaviours that “… serve approved
social and biological purposes” (9).

A similar moral-medical boundary
is of course apparent with bodily dis-
orders, illness in general excusing
from responsibility (10), as when a
doctor gives out an “off work” certifi-
cate. But the boundary is far more
shifting and problematic in psychiatry.

The value terms within the DSM

The standard model, while acknowl-
edging the shifting moral-medical
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boundary for psychiatry past and pres-
ent, predicts that, with future scientific
advances, psychiatric diagnostic con-
cepts will become value-free. This was
the prediction, for example, of the
American philosopher of science Carl
Hempel in the World Health Organiza-
tion sponsored conference on classifi-
cation in New York in 1959, from which
our current ICD and DSM classifica-
tions are ultimately derived (11).
Hempel spoke about the require-
ments for psychiatric classification to
become more scientific (12). He noted
that the classifications of the day (i.e.,
in 1959) included terms with “valua-
tional aspects”. Such terms, he sug-
gested, impair the scientific status of a
psychiatric classification and, as psy-
chiatry becomes more scientific, so
they should gradually disappear.

Hempel’s comments represent an im-
portant expression of the standard
model given both his status as a philo-
sopher of science and his key role in
the development of our current classi-
fications. Nonetheless, in this respect
at least, Hempel’s predictions have
turned out to be wrong. In DSM-IV
(13), the latest and most explicitly evi-
dence-based of our classifications,
value terms, far from being eliminat-
ed, are more evident than in any earli-
er edition either of DSM or of ICD
(14). The term “bizarre”, for example,
is used with reference to one kind of
delusion that is characteristic of
schizophrenia. In addition:
a) A number of DSM criteria are actu-

ally evaluative rather than factual
in form. Criterion A for conduct
disorder, for example, covers “…
behaviour in which the basic rights
of others or major age-appropriate
norms or rules are violated”.

b) DSM includes, for many categories,
criteria of functioning, which, again,
are explicitly evaluative. Criterion B
for schizophrenia, for example, is a
criterion of “social/occupational
dysfunction”. Criterion B, therefore,
is not satisfied by a mere change in
functioning (a matter of fact); there
has to be a change for the worse (a
matter of value). 

c) DSM’s definition of mental disor-

der, in addition to including a fur-
ther criterion of dysfunction (“… in
the individual”), makes explicit that
a mental disorder may be defined,
in part, by social value judgements.
Thus the definition states that “Nei-
ther deviant behaviour (e.g., politi-
cal, religious, or sexual) nor con-
flicts that are primarily between the
individual and society are mental
disorders unless the deviance or
conflict is a symptom of a dysfunc-
tion in the individual …”. If, there-
fore, a mental disorder may not be
defined by social value judgements
unless a further condition is satis-
fied (i.e., “… dysfunction in the
individual”), then it follows that
mental disorder is defined in part
by social value judgements.
The DSM, we should say straight

away, makes clear that its definition of
mental disorder requires that there be
“clinically significant distress or
impairment”. In the standard model (of
diagnosis as exclusively fact-based),
“clinical significance” is assumed to be
a concept exclusively of medical sci-
ence. However, in DSM, “clinical sig-
nificance” is defined, in particular, by
reference to “clinical judgement[s]” of
dysfunction; and “clinical judgement”
is not further defined other than to
point out that the decision whether a
condition is clinically significant may
be a “difficult clinical judgement”. Tak-
ing these points together, therefore,
there is a prima facie case that the “dif-
ficult clinical judgement[s]” of clinical
significance required by DSM, are, in
part, difficult clinical value judgements.

INTERPRETATION:
VALUE-LADEN EQUALS
COMPLEX VALUES

Recognising, then, that mental disor-
ders are relatively value-laden compared
with bodily disorders is the first (obser-
vational) step in the argument support-
ing our proposal. Whether, though, we
embrace the value-laden nature of men-
tal disorder depends on how it is inter-
preted. This brings us to the second step
in our three-step argument.

The standard model, according to

which diagnosis is an exclusively sci-
entific process, allows two interpretive
possibilities representing the two poles
of the psychiatry/antipsychiatry debate
of the 1960s and 1970s: the pro-psychi-
atry interpretation (of Kendell (15) and
others (16)) that psychiatry is under-
developed scientifically; and the anti-
psychiatry interpretation (of Szasz (17)
and others (18,19)) that mental disor-
ders are really moral (or “life”) rather
than medical problems. We do not
have space, here, to consider the wide
range of arguments that have been
advanced in this debate (20,21). Both
interpretations, however, represent, in
the terms of our title, one-eye-open
views of psychiatry: pro-psychiatry
(guided by the standard model) sees
only with a fact-eye open; anti-psychi-
atry (guided by the standard model)
sees only with a value-eye open. Nei-
ther interpretation, therefore, if our
proposal is right, is sufficient to meet
the demands of a psychiatry that is
complex not only scientifically but also
evaluatively. 

Other authors, it is true, have recog-
nised that values have a role alongside
facts. But in reserving to psychiatric
diagnosis a value-free area, they have
sought to retain the essence of the
standard model: Boorse, for example,
reserves disease as a value-free area
(22-24); Wakefield, similarly, reserves
dysfunction as a value-free area (25).
What is needed, then, if our proposal is
right, is not a further refinement of the
standard model, but a third kind of
interpretation altogether, one that,
starting from a critique of the standard
model itself, allows us to approach
psychiatric diagnosis with both fact-
eye and value-eye fully open.

One possibility for developing a
both-eyes-fully-open interpretation is
to start from the resources of philo-
sophical value theory, concerned with
the meanings of value terms (26,27),
especially the work of a former White’s
Professor of Moral Philosophy in
Oxford, R.M. Hare (28,29). We will thus
briefly outline the both-eyes-fully-
open interpretation of the value-laden
nature of mental disorder suggested
by Hare’s work and then note some of
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the many other philosophical possi-
bilities.

Hare’s analysis and a both-eyes-fully-
open interpretation of the value-
laden nature of mental disorder

The nub of Hare’s work, as it is rel-
evant to the proposal of this paper, is
two observations about the meanings
of value terms:
a) Two elements of meaning. The mea-

ning of a value term always contains
two elements, a factual element as
well as an evaluative element. This
is because the criteria for the value
judgement expressed by a value term
are factual criteria. Thus, to take
one of Hare’s (non-medical) exam-
ples, the value term “good strawber-
ry” expresses the value judgement
“this strawberry is good to eat”, the
criteria for which include such facts
about the strawberry in question as
that it is red and juicy (28).

b) Fact-laden and value-laden mean-
ings. Which of these two elements in
the meaning of a given value term,
the factual or the evaluative, is most
prominent depends on the extent to
which the values expressed by that
term are shared: value terms express-
ing shared values are relatively fact-
laden in meaning, value terms ex-
pressing divergent values are rela-
tively value-laden. Hare (29) point-
ed out that shared values have, by
definition, the same factual criteria
which thus become associated with
the meaning of the value term in
question. For example, people have
largely shared values about straw-
berries – most people like a straw-
berry that is red and juicy. Hence the
value judgement “this is a good
strawberry” will convey the factual
meaning that the strawberry in ques-
tion is red and juicy. By contrast, the
value judgement “this is a good
poem”, in another of Hare’s exam-
ples, expresses a value judgement
over which people’s values differ
widely. Hence there will tend to be
disputes over the (aesthetic) values
involved in judging whether a poem
is good, with the result that the

meaning of “this is a good poem”
remains strongly value-laden.
Our required both-eyes-fully-open

interpretation of the relative value-
laden nature of mental disorder now
follows directly from these two obser-
vations. Thus, if “disorder”, notwith-
standing the standard account, is a
value term, it will share with all other
value terms the features pointed out by
Hare. “Mental disorder”, then, if “dis-
order” is a value term, will be more
value-laden than “bodily disorder”,
not, as the standard account implies,
for reasons of scientific deficiency, but
because the values expressed by the
value term “disorder” are (relatively)
divergent in the areas of diagnosis with
which psychiatry is concerned and
(relatively) shared in the areas of diag-
nosis with which bodily medicine is
concerned. This is consistent with the
fact that in psychiatry diagnosis is con-
cerned with areas of human experience
and behaviour, such as emotion, belief,
desire, volition and sexuality, in which
human values are highly diverse (what
is good for one is bad for another),
whereas in bodily medicine diagnosis
is concerned with areas of human
experience and behaviour, such as
severe bodily pain, threat of death and
paralysis, over which human values are
relatively shared (what is bad for one is
bad for most of us) (30).

Other philosophical resources for
a both-eyes-fully-open interpretation
of the value-laden nature of mental
disorder

There are many other possible philo-
sophical resources for developing a
both-eyes-fully-open interpretation of
the relatively value-laden nature of
mental disorder. 

One whole group of interpretations
could start from work in the philoso-
phy of science showing the different
ways in which, contrary to the stan-
dard model, values and facts work
together in science (31): epistemic val-
ues, for example, values guiding theo-
ry choice, are demonstrably important
in the development of DSM diagnostic
categories of personality disorder (32).

Another group of interpretations could
start from work in moral philosophy
showing that values may be redefined
in terms of facts (33-35). A third group
of interpretations could start from one
of the many philosophies that deny the
dualism implicit in the standard view:
phenomenology (36,37), for example,
and related disciplines (38-42), offer
fruitful starting points in this respect.
Then again, there are the resources of
classical philosophy (43) and, coming
right up to date, the resources of mod-
ern philosophy of mind (44,45). 

Each of these approaches, which are
in many respects complementary, offers
advantages and disadvantages. The
interpretation derived from Hare’s work
has the practical merits of: a) already
having been successfully applied in ser-
vice development and training initiatives
in mental health, and b) providing a
clear template for research on values in
psychiatric diagnosis. It is to these prac-
tical applications, then, that we turn
next, in the third step in our argument
supporting the proposal of this paper.

PRACTICAL APPLICATIONS:
RESOURCES ALREADY AVAILABLE

The practical counterpart of the
both-eyes-fully-open interpretation of
the value-laden nature of mental disor-
der derived from philosophical value
theory is called values-based practice
(46). Values-based practice, like evi-
dence-based practice, is a resource for
effective decision-making in healthcare.
It starts, much as a political democracy
starts, from equal respect for all values;
and it relies, again like a political
democracy, on “good process” for effec-
tive decision-making where values con-
flict. In this section, we outline briefly
the practical resources already available
for values-based as well as fact-based
approaches to diagnosis, under a) poli-
cy, service development and training
initiatives, and b) research.

Policy, service development
and training initiatives

“Good process” in values-based
practice depends critically on models
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of service delivery that are: a) patient-
centred, because values-based prac-
tice starts from the values of individ-
ual patients, their families and com-
munities (46), and b) multi-discipli-
nary, because values-based practice
depends on the range of different
value perspectives represented by a
well-functioning multi-disciplinary team
for balanced decision-making where
values conflict (46).

The development in many parts of
the world of mental health services
that are based on the principles of
patient-centred decision-making and
multi-disciplinary teamwork provides
a potentially powerful basis for val-
ues-based as well as fact-based diag-
nostic assessment. These two princi-
ples, correspondingly, are at the heart
of the UK government’s “top” policy
on mental health, the National Ser-
vice Framework (NSF, 47). Their links
with values-based practice are spelled
out in a Values Framework adopted
by the body responsible for imple-
menting the NSF, the National Insti-
tute for Mental Health in England
(NIMHE) (48) (Tables 1 and 2). 

Important features of the NIMHE
Values Framework as a policy frame-
work for values-based as well as fact-
based approaches to diagnosis include,
from the Core Principles (Table 1), the
first and third of the three “Rs”, the

principles respectively of Recognition,
that all decisions (including decisions
about diagnosis) are based on values as
well as facts, and of Respect, that deci-
sions start from the values of individual
patients; and, from the Policy Implica-
tions (Table 2), the explicit exclusion
of discrimination (which by definition
is inconsistent with the principle of re-
spect); the explicit inclusion of strengths
and recovery-based approaches (based
on positive values); and the emphasis
on the importance of multi-discipli-
nary working (the key, as noted above,
to balanced decision-making where
values conflict). 

Also important, when it comes to
training, is the second of the Core Prin-
ciples in the NIMHE Values Frame-
work (Table 1), the “R” of “Raising
Awareness”. At the heart of values-
based practice, as a process-based
approach to working effectively with
complex values, are four key areas of
clinical skill: raised awareness of val-
ues and of value diversity, reasoning
skills, knowledge of values, and com-
munication skills (for both under-
standing values and resolving con-
flicts) (46). In the UK, training materi-
als covering each of these four areas
have been developed in a partnership
between the Sainsbury Centre for Men-
tal Health (a voluntary sector organi-
sation) and the Department of Philos-

ophy and the Medical School at War-
wick University (49,50). The NIMHE
has supported these training develop-
ments and, following the launch of
the training manual (51) by the Minis-
ter of State with responsibility for
mental health, is spear-heading their
roll-out as part of a national pro-
gramme of training (52) within a
National Workforce Strategy (53) based
on multi-disciplinary team work (54).
Training materials are also now being
developed specifically for medical stu-
dents and for primary care physicians,
in a joint programme between Warwick
University Medical School and the
Medical School at the University of Pre-
toria.

Research

As with training so with research,
the ground for developing values-
based alongside fact-based diagnostic
assessment in psychiatry has been well
laid, in this case by the ICD and DSM
processes to date. DSM-IV, as we
noted earlier, makes more explicit
than its predecessors, in either the
ICD or DSM series, the values implic-
it in psychiatric diagnostic categories.
From the perspective of the standard
model, this is a failure of psychiatric
science. From the perspective of philo-
sophical value theory, it is a success.

Table 1 The National Institute for Mental Health in England (NIMHE) Values Framework – Core Principles

1. Recognition – NIMHE recognises the role of values alongside evidence in all areas of mental health policy and practice.
2. Raising Awareness – NIMHE is committed to raising awareness of the values involved in different contexts, the role/s they play and their impact on practice in
mental health.
3. Respect – NIMHE respects diversity of values and will support ways of working with such diversity that makes the principle of service-user centrality a unify-
ing focus for practice. This means that the values of each individual service user/client and their communities must be the starting point and key determinant for
all actions by professionals.

Table 2 The National Institute for Mental Health in England (NIMHE) Values Framework – Policy Implications

Respect for diversity of values encompasses a number of specific policies and principles concerned with equality of citizenship. In particular, it is anti-discrimina-
tory because discrimination in all its forms is intolerant of diversity. Respect for diversity within mental health is also:
• user-centred – it puts respect for the values of individual users at the centre of policy and practice;
• recovery oriented – it recognises that building on the personal strengths and resiliencies of individual users, and on their cultural and racial characteristics, there

are many diverse routes to recovery;
• multidisciplinary – it requires that respect be reciprocal, at a personal level (between service users, their family members, friends, communities and providers),

between different provider disciplines (such as nursing, psychology, psychiatry, medicine, social work), and between different organisations (including health,
social care, local authority housing, voluntary organisations, community groups, faith communities and other social support services);

• dynamic – it is open and responsive to change;
• reflective – it combines self monitoring and self management with positive self regard; 
• balanced – it emphasises positive as well as negative values; 
• relational – it puts positive working relationships supported by good communication skills at the heart of practice.
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Making these values explicit is an
important step towards a classification
that can support values-based as well
as fact-based diagnostic assessment
(55). The DSM’s criterion B for schiz-
ophrenia, for example, requires only
minor additions – designed to make
fully explicit the evaluative elements in
its meaning and the processes required
to assess those elements – for it to be a
fully-fledged values-based as well as
fact-based diagnostic criterion (56,57).
The move in the ICD, similarly, towards
a family of international classifica-
tions is entirely hospitable to values-
based approaches (58); and the addi-
tion of an idiographic assessment tool,
sensitive to the personal and cultural
values and beliefs of individual pa-
tients, would extend this process fur-
ther (59,60).

There have also been a number of
research initiatives specifically on val-
ues-based diagnosis in psychiatry.
First in the field was the American
psychiatrist and philosopher John
Sadler, with a conference at the UT
Southwestern Medical Centre, Dallas,
that brought together established fig-
ures in psychiatric classification with
philosophers, neuroscientists, clini-
cians and patients. Published as a
foundational edited collection (61), the
Dallas conference was the paradigm for
two international research methods
meetings funded by the NIMHE in
London, in 2003 and 2004, proceed-
ings from which have been published
in the form of web-based conferences
(48). Sadler has also completed a
major review of the values involved in
all areas of psychiatric diagnosis (62)
and there have been a number of im-
portant research initiatives on specific
disorders: schizophrenia (36,63), Al-
zheimer’s disease (41) and anorexia
nervosa (64).

We should not underestimate the
technical challenges here. Drawing on
the example of physics (58), as the par-
adigm natural science, it is clear that
research on diagnostic values will
require a different (individuated)
model of reliability; face validity, too,
particularly as assessed by patients
and carers, will have greater impor-

tance; and the research process itself
will have to include users and carers,
as “experts by experience”, on an
equal basis with the traditional experts
by training (65). Technical issues such
as these, however, if the history of sci-
ence is any guide, will be overcome
not by a priori reflection but by active
engagement in the research pro-
grammes to which they relate (66).

TEN QUESTIONS
AND TEN ANSWERS

In this section we consider a num-
ber of questions raised by our propos-
al from the perspectives of a variety of
stakeholders. We start with a question
from the (imaginary) chair of a task-
force responsible for developing a new
classification of mental disorders. 

The taskforce chair’s question:
Rather than combining fact and value
in psychiatric diagnosis, can’t we sim-
ply split out the values and focus on
the facts?

Reply: Hare’s model allows us to
disentangle fact and value (strictly,
description and what he called pre-
scription) (28,29). We could thus, in
principle, develop a classification of
descriptively-defined conditions along
the lines, for example, of a descriptive
classification of cloud formations (67).
Psychiatric classifications, however,
are not just of conditions but of patho-
logical conditions, i.e. of negatively
evaluated conditions, of disorders. Of
course, we can split out the evaluative
element: the DSM’s criteria of good
and bad functioning, for example, are
split out in a separate classification in
the ICD “family” (68). But this amounts
to a relocation rather than a resolution
of the problems raised by working with
complex values in psychiatric diagno-
sis.

The clinician’s question: With fu-
ture scientific advances, in particular
discoveries of the brain-based causes of
mental disorder, won’t values become
less important diagnostically? 

Reply: In a word, “no”. It seems
obvious that learning more about the

causes of mental disorder will make
values less important in psychiatric
diagnosis because so much of the
diagnostic process in bodily medicine
is taken up with identifying the causes
of bodily disorders. But remember
that the relatively value-laden nature
of mental disorder arises not from sci-
entific deficiency (lack of knowledge
of causes) but from greater value com-
plexity. In the future we will indeed
know much more about the causes
(biological, psychological and social)
of human experience and behaviour.
But this will do nothing to resolve
questions about exactly which kinds
of experiences and behaviours are
negatively evaluated, and, hence, pa-
thological. Should it turn out, for exam-
ple, that there is a difference in the
cerebral anatomy of heterosexual and
homosexual people, this would no
more show that homosexuality is a
“disorder” than it would show that
heterosexuality is a “disorder” (30).

The patient’s question: Everything
you say may be true in principle, but it
has been helpful for me to think of my
depression as a brain disorder. I felt
much less stigmatised once this was
made clear to me.

Reply: Certainly, the idea that men-
tal disorder is no different from any
other bodily disorder is helpful to
many people. But other models are
helpful to other people (69) and of
course there are some in the “user
movement” who reject the model of
pathology outright (70). Our proposal
accommodates this feature of mental
disorder – that it is understood differ-
ently by different people – and avoids
the need for a “top” model, a domi-
nant way of thinking about mental
disorder, a one-size-fits-all to which
everyone has to conform (71). 

The carer’s question: From my per-
spective, having looked after my son
with schizophrenia for ten years, I can
easily see how important values are in
mental health. But does not your talk
(as in the NIMHE Values Framework)
of positive values, risk romanticising
mental distress and disorder?



83

Reply: That is certainly a risk, and it
is crucial to remain fully aware of the
burden of distress and suffering from
mental disorder (72). But it is also cru-
cial, if we are to respond effectively, to
recognise the growing evidence, not
least from patients themselves (73,74),
that symptom control, which is the
focus of the standard model, is often
less important than professionals tend
to assume. People often have other
priorities (a home, a job, etc.) that may
actually be prejudiced by over-enthu-
siastic efforts to control symptoms.
Also, the symptoms themselves some-
times have positive aspects [as in hypo-
mania, for example (75)]. Even more
important are the positive strengths and
resiliences shown by people with men-
tal disorder (76). Values-based assess-
ment thus aims for a balanced ap-
proach, not romanticising the prob-
lems, but also not neglecting the
potential for recovery (77).

The ethicist’s question: Your pre-
mise of respect for diversity sounds
like a recipe for the “anything goes” of
ethical relativism! 

Reply: As the NIMHE Values Fra-
mework makes clear, values-based
practice, far from being a recipe for
“anything goes”, places strong con-
straints on practice. These constraints
arise partly from the premise of values-
based practice itself in respect for
diversity (see above), and partly from
the fact that human values, although
indeed diverse, are not chaotic. Values-
based practice, then, in taking the rich
variety of human values seriously, is no
more likely to lead to relativism in psy-
chiatric diagnosis than it is in ethics or
indeed in a political democracy (46).

The lawyer’s question: That’s all
very well, but historically psychiatric
diagnostic concepts have been notori-
ously vulnerable to abuse. Will your
proposal not make psychiatric diagno-
sis more vulnerable to being used abu-
sively for purposes of social control?

Reply: That is certainly always a
risk in psychiatry. But our proposal
suggests that in a values-complex
area, like psychiatry, it is actually the

standard model that is more at risk in
this respect. This is because the stan-
dard model, in neglecting values, is
neglecting precisely those aspects of
diagnosis from which the vulnerabili-
ty of psychiatry to abuse arises. A
study, for example, of the Russian-lan-
guage psychiatric literature over the
period when abuses of psychiatry be-
came widespread in the former USSR
(78) showed that the vulnerability of
psychiatry in this case arose, not from
an inadequate scientific basis for diag-
nosis, but from a failure to recognise
the extent to which Soviet values were
influencing clinical judgements (79).
Recognising the role of values, there-
fore, alongside facts in psychiatric
diagnosis, should reduce, not increase,
the risks of abuse.

The researcher’s question: My
worry is that letting values into diag-
nosis will lead to biases in scientific
research.

Reply: This, too, is clearly a risk.
But the disentangling of value from
fact in Hare’s work on value terms is
helpful in a number of ways. First, it
clarifies what is genuinely scientific
(in terms of factually-defined condi-
tions and causal processes) (58,67).
Second, it highlights the need for a
more sophisticated choice of vari-
ables: the experience of delusional
perception, for example, contrary to
the assumptions of the standard
model, may occur in a wide range not
only of pathological but also of non-
pathological (e.g., spiritual) condi-
tions (63). Hence, studying such expe-
riences in both kinds of condition
(normal and pathological) may be
more fruitful than concentrating only
on abnormal cases. 

The training director’s question:
But with the curriculum already so
full, how can we afford to take on yet
another area of study?

Reply: There are resource implica-
tions here. But if our proposal is right,
training in the skills for values-based
as well as evidence-based clinical
work is essential if psychiatry, as a
branch of medicine, is to be not only

science-led but also patient-centred.
Precisely the same point, of the need
for values as well as evidence, has
been made by those developing evi-
dence-based approaches in medicine
(80). As to the practicalities, of time
constraints and so forth, the training
methods noted above have been
designed to be readily adaptable to
existing training programmes (51).

The philosopher’s question: Phi-
losophers have de-bunked the fact-
value distinction. So why reintroduce
it here?

Reply: You are thinking perhaps of
the implications of the work of the
American pragmatist W.V.O. Quine
(81)? But as another American phi-
losopher, Hilary Putnam, has argued,
while Quine’s work on the analytic-
synthetic distinction by implication
undermines the idea that fact and
value (and indeed other dualisms) are
always fully separable, it leaves the
distinction, as a tool for analysing the
meanings of concepts, intact (82).
There are, anyway, as we noted earlier,
other philosophical resources for
developing relevant models of diagno-
sis that do not rely on the fact-value
distinction. But it is the distinction,
not the dualism, that is required for
utilising the resources specifically of
Hare’s work; and it is Hare’s work, pre-
cisely in giving us a clear account of
the distinction, that is helpful for poli-
cy, training and research in psychiatry.

The mental health advocate’s que-
stion: I want to go back to the ques-
tion of stigma raised earlier. Many
experienced champions of mental
health believe we will never make
progress until we achieve parity with
bodily disorders – will your proposal
help us to do this?

Reply: Certainly! But not just pari-
ty. Why not aim for priority? We are
all agreed that stigma is the biggest
problem facing everyone concerned
with mental health today (83). Our
proposal provides a basis for fighting
stigma, not by the negative strategy of
trying to “catch up” with bodily medi-
cine, which risks reinforcing the prej-



84 WWoorrlldd  PPssyycchhiiaattrryy  44::22  --  June 2005

udice that psychiatry is deficient (i.e.,
needs to catch up), but by the positive
strategy of showing that psychiatry is
first in the field in developing the
models of service delivery, the training
programmes and the research para-
digms needed to work effectively with
complex values. 

The basis of our proposal, remem-
ber, is that we should actively embrace
the relatively value-laden nature of
mental disorder because it shows psy-
chiatry to be, not deficient scientifi-
cally compared with other areas of
medicine, but more complex evalua-
tively. So, if this is right, psychiatry
has no catching up to do. To the con-
trary, there is reason to believe that,
with scientific advances in the twenty-
first century, it is other areas of medi-
cine that will have the catching up to
do (46,58,67). This is essentially be-
cause scientific advances open up choices,
and with choices go values: reproductive
medicine, for example, is already becom-
ing more complex evaluatively as a result
of advances in “assisted reproduction”
(46). In developing the resources to
work with complex values, then, psychi-
atry, in direct contrast with the “psychia-
try second” stigmatising attitudes of
twentieth century medicine, is leading
the field.

CONCLUSIONS

We have argued the case for our
proposal that psychiatry should: a)
recognise the more value-laden
nature of mental disorder, b) embrace
this as a reflection not of scientific
deficiency but of values complexity,
and thus c) take it seriously by devel-
oping the resources to work as effec-
tively with complex values as, in the
twentieth century, we developed the
resources to work with complex facts.
We have reviewed a range of ques-
tions raised by this proposal, conclud-
ing with the anti-stigma point that our
proposal, if fully implemented, could
put psychiatry in a leading position in
twenty-first century medicine.

Our proposal, it is important to
emphasise, requires a decisive shift
from the standard model of diagnosis,

as a process that is essentially profes-
sional-led, to a model of diagnosis as
a project of shared understanding in
which patient and professional have
equal roles to play.

Philosophical value theory, as the
basis of our proposal, while fully se-
curing the importance of the knowl-
edge and skills of professionals, also
secures, and on an equal basis, the
importance of the values – the unique
needs, wishes and beliefs – of individ-
ual patients, their families and com-
munities. This is why, in the terms of
our title, our proposal is a both-eyes-
fully-open proposal. It requires that
we have both the traditional fact-eye
but also the neglected value-eye fully
open.

This is also why, as we saw earlier,
our proposal differs radically not only
from both anti-psychiatry (value-eye
open) and pro-psychiatry (fact-eye
open) positions in earlier debates
about mental illness, but also from
more recent positions which partially
recognise the importance of values.
This is why, finally, our proposal pro-
vides the basis for a new and more
equal relationship between patient
and professional in the diagnostic
assessments that are at the heart of
psychiatry as a fully science-led but
also fully patient-centred medical dis-
cipline.
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